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nomalous left coronary artery from the pulmonary ar-
tery (ALCAPA) is an unusual cause of heart failure in
infancy.1 At this stage, left coronary blood flow is re-
versed with steal into the pulmonary artery. Repeated
episodes of myocardial ischemia or infarction cause globally im-
paired left ventricular function and may substantially increase the
risk of surgical correction. In this report, we provide late follow-
up on an infant with ALCAPA who, after coronary reimplantation,
could not be separated from cardiopulmonary bypass without fur-
ther intervention.
Clinical Summary
A 5-month-old girl had heart failure manifested by breathlessness
and failure to thrive. Echocardiography demonstrated severely im-
paired left ventricular function and mitral regurgitation, and coro-
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to connect the left coronary ostium with the aorta using flaps derived
from the pulmonary artery and aorta. These flaps extended the left
main stem.2 Although cardioplegic solution was delivered to both
right and left coronary arteries, myocardial contractility was poor af-
ter reperfusion and the heart could not sustain systemic blood flow.
No infant circulatory support device was available. After 2 hours of
supportive perfusion and several abortive attempts to discontinue
cardiopulmonary bypass, a radical salvage procedure was attempted.
Partial left ventriculectomy was performed by excising around 25%
of the left ventricular circumference in the circumflex coronary ter-
ritory (Figure 1, a). The myocardium showed endocardial fibrosis
and diffuse scar formation. An Alfieri suture was applied to the mi-
tral valve to reduce severe mitral regurgitation. Cardiopulmonary
bypass was discontinued with the reconstructed heart (Figure 1, b)
and the infant survived.
Now aged 10 years, she is in NewYork Heart Association class I,
participates in sport, and has normal physical and intellectual devel-
opment. In view of her unrestricted lifestyle, a cardiovascular mag-
netic resonance scan was performed to assess left ventricular
function and patency of the reconstructed left main coronary artery.
The coronary artery had a higher than usual origin from the left lat-
eral aspect of the aorta, but normal flow (Figure 2). The previously
dilated right coronary artery had reverted to normal caliber. Left
ventricular ejection fraction was 47% with normal end-systolic
and end-diastolic volume indices for her age. There was mild distal
anterior hypokinesia and minimal mitral regurgitation through the
dual-orifice valve. The linear scar at the site of the ventricular anas-
tomosis was the only clear sign of the myocardial resection. WeFigure 1. Intraoperative images at age 5 months.
a, Removal of full thickness myocardium. Note
the white appearance of the infarcted subendo-
cardial layer in other areas of the heart. b, Exter-
nal appearance once reconstructed.
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Brief CommunicationsFigure 2. Cardiovascular magnetic resonance im-
ages at age 9 years: a, The reconstructed left cor-
onary artery arising from the aorta; b and c,
Vertical long-axis (2-chamber) view demonstrat-
ing near normal cardiac function in diastole and
systole, respectively. Images are still frames
from steady-state free-precession (TrueFISP)
cine images with electrocardiographic gating
and breath-hold on a Siemens Sonata scanner (Er-
langen, Germany); field of view 340 3 340 mm;
repetition time 3.08; echo time 1.54 seconds; slice
thickness 6 mm; flip angle 60. Ao, Aorta; Circum-
flex, circumflex coronary artery; LAD, left anterior
descending coronary artery; LV, left ventricle; RV,
right ventricle.considered this remarkable result to indicate that the infant heart has
regenerative capacity not found in adult ischemic and scarred myo-
cardium.
Comment
There is little follow-up information regarding left ventricular struc-
ture late after repair ofALCAPA in infancy. Surgical and30-daymor-
tality are substantial for these infants.3 Because of this, the
deployment of circulatory support devices has been advocated to sus-
tain the systemic circulation during postischemic myocardial stun-
ning.4 In patients with full-thickness scar and a dyskinetic anterior
wall, left ventricular aneurysmectomy has been performed.5 In con-
trast, this child had a Batista-type partial left ventriculectomy through
scarred but full-thicknessmyocardium in a last attempt to sustain life.2
The change from a globular left ventricle to the elliptical shape suc-
ceeded, but the very satisfactory outcome of the long-term remodel-
ing process was unexpected. Encouraged by this result, we would
consider the same approach in a similar life-threatening situation.The Journal of ThorReferences
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